Cavanal Chiropractic Clinic
Shady Point, OK


CONSENT TO INITIATE CARE

At our office, we have one simple goal, we want to render the highest quality chiropractic care at the lowest possible fee. In order to accomplish this goal, we have altered some of our business procedures to keep our fees reduced. Please read over these procedures below to understand how our office functions and to decide if you wish to participate. We welcome any questions.

· You may choose to submit receipts to your insurance company or other third-party health care programs, but payment for such services by insurance companies is neither implied nor agreed to by this office. We take no responsibility for non-payment by insurance companies for services rendered at our office.

· Our office will not respond to any requests for paperwork for insurance purposes or even acknowledge insurance requests for information on any patient’s case. However, patients may have a copy of their records and the original x-rays at any time they request.

· All initial chiropractic visits are paid for upon completion of services; all subsequent chiropractic adjustments are paid immediately prior to the service being rendered.

· No balances can be kept or run by patients at any time.

· A service fee may be applied to your account if a scheduled appointment is not cancelled within 24 hours of the appointment time.

· Our office reserves the right to deny services to anyone for any reason, or if the doctor feels that the patient’s health is not being best served.

I wish to initiate care with Cavanal Chiropractic Clinic. I have read and understand the Consent to Initiate Care and agree to all terms. I understand that I am under no obligation to receive or continue care.

Patient/Guardian Signature_____________________________________ Date_________________

Print Patient Name__________________________________________________________________




PRIVACY PRACTICES - PATIENT RECEPTION FORM

I have received or reviewed the Notice of Privacy Practices for Cavanal Chiropractic Clinic. (attached) 
I understand the situations in which this practice may need to utilize or release my medical records.

I understand that this office will properly maintain my records and will use all due means to protect my privacy as outlined in this privacy practices statement. 

[bookmark: _GoBack]□(Initial) I want to opt in _____for consent to communicate in any way I the patient prefers including phone, text, or             email on appointment reminders. 


Patient/Guardian Signature______________________________________ Date_________________

Print Patient Name__________________________________________________________________
